KATZ CHIROPRACTIC AND REHABILITATION CLINIC

FRONT RANGE DIGITAL MOTION X-RAY
2727 Pine Street, Unit 1, Boulder, Colorado 80302
Office: (303) 938-9070 «+ Fax: (303) 938-9170

Patient and Insurance Information

Date:

Name: DOB: SSN:
Address:

City: State:  ZIP:
Home #: Work #: Cell #:

Email: Text Appointment Reminders: _ Yes No
Driver’s License # (if balance placed on a lien): State:

Employer: Occupation:
Student: Full Time _ PartTime

Referral:

Primary Care Physician:

In Case of Emergency Contact: Name Phone #

Auto/Medical Payment Insurance

If you have been involved in an Auto Accident and have Medpay Coverage, please fill out the following information:

Patient Auto Accident Insurance (Medical Payment)

Carrier:

Address: City: State: Zip:
Phone: Fax:

Policy/Claim #:

Name of Adjuster: Phone #:

Date of Injury:

Medicaid Waiver

O I hereby certify that | am NOT a member of Health First Colorado and understand that if | were, 1 would need to see a
Medicaid Provider for these services. Katz Chiropractic is not a Medicaid Provider.

Signature of Patient or Representative Relationship / Authority of Patient Representative

Date

Rev. 2022 FN: PT Insur Info



KATZ CHIROPRACTIC AND REHABILITATION CLINIC
FRONT RANGE DIGITAL MOTION X-RAY
2727 Pine Street, Unit 1, Boulder, Colorado 80302
Office: (303) 938-9070 ~ Fax: (303) 938-9170

CHIROPRACTIC CASE HISTORY

Date: Name M F Date of Birth
Have you ever received Chiropractic Care? Y N If Yes, when?

Were you injured in an automobile collision? Y N If yes, what was the date of your accident?

Referred by:

1. Primary reasons for seeking chiropractic care:

Primary Reason:

Secondary Reason/Contributing Factors

2. Chief Complaint:

Location of Complaint

When and how did the complaint begin?

Please circle the quality of the complaint/pain: Dull aching sharp shooting burning throbbing deep nagging
Other, please describe

Does this complaint/pain travel (shoot) to any areas of your body? Y N Where?

Grade Intensity (no complaint/pain)0 1 2 3 4 5 6 7 8 9 10 (worst possible complaint/pain imaginable)

How frequent is complaint present? How long does it last?

Does anything aggravate the complaint?

Does anything make the complaint better?

3. Previous interventions, treatment, medications, surgery, or care you have sought for your complaint?




4. Past Health History:

A. Previous illnesses you have had

B. Previous injury or trauma

Have you ever broken any bones?

Allergies:

Medications Reason for taking
Surgeries/Date: Types of Surgery
Females/Pregnancies and Outcome(s) Outcome

Date of Delivery:

What was the date of your last menstrual period?

5. Family Health History: Associated health problems of relatives:

6. Social and Occupational History:
Level of Education O High School O Some College O College Graduate O Post Graduate Studies

Job Description:

Work Schedule:

Recreational Activities:

Lifestyle (hobbies, level of exercise, diet, alcohol, tobacco and drug use:

I have read the information above and certify it to be true and correct to the best of my knowledge, and hereby authorize Katz Chiropractic
to provide me with chiropractic care, in accordance with the State of Colorado’s statutes.

Patient Signature Date

Patient or Guardian Signature Date




Review of Systems: Please indicate any personal history below

CONSITUTIONAL SYMPTOMS

O
O
O
O
O

EYES

O O O O

Good general health lately
Recent weight change
Fever

Fatigue

Headaches

Eye disease or injury

Wear glasses/contact lenses
Blurred or double vision
Glaucoma

EARS/NOSE/MOUTH/THROAT

O

O O O O O O O O

Hearing loss or ringing

Earaches or drainage

Chronic sinus problem or rhinitis
Nose Bleeds

Mouth sores

Bleeding gums

Bad Breath or bad taste

Sore throat or voice change
Swollen glands in neck

CARDIVASCULAR

O

O
O
O
O

Heart trouble

Chest pain or angina pectoris

Palpitation

Shortness of breath w/walking or lying flat
Swelling or feet, ankles or hands

RESPIRATORY

O

O
O
O

Chronic or frequent coughs
Spitting up blood
Shortness of breath
Asthma or wheezing

GASTROINTENSTINAL

O

O O O O O O O

Loss of appetite

Change in bowel movements

Nausea or vomiting

Frequent diarrhea

Painful bowel movements or constipation
Rectal bleeding or blood in stool
Abdominal pain

Peptic ulcer (stomach or duodenal)

GENITOURINARY

O

O O O O O

Frequent urination

Burning or painful urination

Blood in urine

Change in force or strain when urinating
Incontinence or dribbling

Kidney stones

GENITOURINARY (cont’d)

O

O O O O OO

Sexual difficulty

Male — testicles pain

Female — pain with periods
Female — irregular periods
Female — vaginal discharge
Female -- # of pregnancies
Female -- # of miscarriages

MUSCULOSKELETAL

O

O O O O O O

Joint pain

Joint stiffness or swelling
Weakness of muscles or joints
Muscle pain or cramps

Back pain

Cold extremities

Difficulty in walking

INTEGUMENTARY (Skin, Breast)

O

O O O O O

Rash or itching
Change in skin color
Varicose veins
Breast Pain

Breast lump

Breast discharge

NEUROLOGICAL

O

O O O O O O O

Frequent or recurring headaches
Light headed or dizzy
Convulsions or seizures
Numbness or tingling sensations
Tremors

Paralysis

Stroke

Head Injury

PSYCHIATRIC

O

O
O
O

Memory loss or confusion
Nervousness

Depression

Insomnia

ENDOCRINE

O

O O O O O O

Glandular or hormone problem
Thyroid disease

Diabetes (insulin or non-insulin) circle
Excessive thirst or urination

Heat or cold intolerance

Skin becoming drier

Change in hat or glove size



Review of Systems: Please indicate any personal history below

HEMATOLOGIC/LYMPHATIC

o Slow to heal after cuts
Bleeding or bruising tendency
Anemia
Phlebitis
Past transfusion
Enlarged glands

O O O O O

ALLERGIC/IMMUNOLOGIC

History or skin reaction or adverse reaction to:
o Penicillin or other antibiotics

Morphine, demerol or other narcotics

Novocain or other anesthetics

Aspirin or other pain remedies

Tetanus antitoxin or other serums

lodine, methiolate or other antiseptic

O O O O O

Other drugs/medications:

Are you currently taking a Statin Drug Yes  ~ No_

Known food allergies:

Environmental allergies:

Reviewed by: Date:

Katz Chiropractic and Rehabilitation Clinic
Front Range Digital Motion X-Ray

2727 Pine Street, Unit 1

Boulder, Co 80302




QUADRUPLE VISUAL ANALOGUE SCALE

Patient Name: Date:

Please read instructions carefully

1. Circle the number that best describes the question asked

2. If you have more than one complaint, please answer each question for each individual
complaint and indicate the score for each complaint.

3. Indicate your pain level as of the date on this form.

4,

Example: Headache Neck Low Back
No Pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

What is your level of pain now?

No Pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

What is your typical or average pain?

No Pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

What is your pain level at is best (how close to ‘0’ does your pain get at its best)?

No Pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

What is your pain level at its worst (how close to ‘10’ does your pain get at its worst)?

No Pain worst possible pain
0 1 2 3 4 5 6 7 8 9 10

Other Comments:

Katz Chiropractic & Rehabilitation Clinic Office: 303-938-9070

2727 Pine Street, Unit 1, Boulder, Co 80302



RAND 36 ITEM HEALTH SURVEY 1.0

Patient Name:

1.

2.

In general, would you say your health is:
(Circle One Number)

Compared to one year ago, how would you rate your:
general health right now ?

Much better than one year ago
Somewhat better than one year ago........ 2

(Circle One Number) About the same..........cccoeeevveeeeieeiieenen, 3
Somewhat worse now than one year ago 4
Much worse now than one year ago ....... 5
The following items are about activities you might do during a typical day: Yes, Yes, No,
Does your health now limit you in these activities? If so, how much? Limited Limited Not Limited
(Circle One Number on Each Line) A Lot A Little at All
3. Vigorous activities, such as running, lifting heavy objects,
participating in Strenuous SPOTLS.......ceereererreeerieerieereesnenns 1 2 3
4. Moderate activities, such as moving a table pushing a vacuum
cleaner, bowling or playing golf.........c.cccevveviiveincvnieennen. 1 2 3
5. Lifting or Carrying groCeries .........cceevuerrurerueeneenienieseeeeeeeeeneens 1 2 3
6. Climbing several fights of stairs...........ccccoeeeeviiienciieccie e, 1 2 3
7. Climbing one flight of Stairs.........cccccveeeieecrievieierieree e 1 2 3
8. Bending, kneeling or StOOPING .......cccvvrvreirecieeriierieereeseeereeiens 1 2 3
9. Walking more than amile..................c.cooooiieviiiiiiiiniieee e, 1 2 3
10. Walking several blocks..............cccooveviinriiciieieieie e 1 2 3
11. Walking one bIock .............ccooeievienieniiniieieeeeeee e 1 2 3
12. Bathing or dressing yourself...........ccccoooieniiniinieneeeeeeeeee, 1 2 3

During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities

as a result of your physical health ?: (Circle One Number on Each Line) Yes No
13. Cut down the amount of time you spend on work or other activities ..................... 1 2
14. Accomplish less than you would liKe ........c.cccvevvieiieviiinienicce e, 1 2
15. Were limited in the kind of work or other activVities ...........ccevvvevceercvercriecreeeeieeneen, 1 2
16. Had difficulty performing the work or other activities (for example, took extra effort) 1 2

During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities as a

result of any emotional problems ?: (depressed, anxious) (Circle One Number on Each Line) Yes No
17. Cut down the amount of time you spend on work or other activities ..................... 1 2
18. Accomplish less than you would 1iKe ........c.cccevevieiieviiinieniccie e, 1 2
19. Didn’t do work or other activities as carefully as usual..........cccceveiieiieiiincenenne. 1 2
20. During the past 4 weeks, to what extent has your physical health or emotional: Notatall........cooeevverreeennne. 1
problems interfered with your normal social activities with family, friends, =~ Slghtly......cccceoererrcrrvrrvrrrerrennnn. 2
neighbors or groups?  Moderate........cooerurrurrrrrrrerrrenn. 3
(Circle One Number) Quite a bit.....ccoveeeerereirennne. 4




21. How much bodily pain have you had during the past 4 weeks: NONC...vvevieierreere e 1
(Circle One Number) Very Mild......cccccovevveninnnnne 2
Mild...coooiieiiieeee, 3
Moderate ........ccceeeeueeeenee. 4
SEVEre....cocvvvveienieenecrieeienn 5
Very Severe......ccccoveeveenncene 6
22. During the past 4 weeks, how much did pain interfere with your normal Notatall.....coooeerieiienee. 1
work (including both work outside the home and housework ? Slightly ....ccoevvieniiinieinens 2
(Circle One Number) Moderately ........cccccoeeneenne. 3
Quite a bit...c.coeeererreeennee. 4
Extremely.......cccceeevineennene. 5
These questions are about how you feel and how things have been with you during the past 4 weeks.
For each question, please give the one answer that comes closest to the way you have been feeling.
How much of the time during the past 4 weeks . . . All Most AGood  Some  AlLittle None
(Circle One Number on Each Line) of the of the Bit of of the of the of the
Time Time the Time Time Time Time
23. Did you feel full of pep?.....cccceevivviieieieienenns 1 2 3 4 5 6
24. Have you been a very nervous person?................ 1 2 3 4 5 6
25. Have you felt so down in the dumps that
nothing could cheer you up ?......cccccoeevierinnnnnnne. 1 2 3 4 5 6
26. Have you felt calm and peaceful?..............c........ 1 2 3 4 5 6
27. Do you have a lot of energy?.........ccceevvevvvevrvennnnns 1 2 3 4 5 6
28. Have you felt downhearted and blue?.................. 1 2 3 4 5 6
29. Did you feel worn out? .........ccceeeevvieevveneennenneen. 1 2 3 4 5 6
30. Have you been a happy person?...........cceeeveenneene. 1 2 3 4 5 6
31. Did you feel tired? ......ccccevierieeiieiienieeieeiens 1 2 3 4 5 6
32. During the past 4 weeks, to what extent has your physical health or emotional All of the time...................... 1
problems interfered with your normal social activities like visiting with Most of the time ........cceverveeneenee 2
family, friends, relatives, etc.? Some of the time........................ 3
(Circle One Number) A little of the time............... 4
None of the time.................. 5
How TRUE or FALSE is each of the following statements for you?
Definitely Mostly Don’t Mostly Definitely
(Circle One Number on Each Line) True True Know False False
33. I seem to get sick a little easier than other people 1 2 3 4 5
34. I am as healthy as anybody I know 1 2 3 4 5
35. I expect my health to get worse 1 2 3 4 5
36. My health is excellent 1 2 3 4 5

Comments:

Patient Signature: Date




KATZ CHIROPRACTIC & REHABILITATION CLINIC

FRONT RANGE DIGITAL MOTION X-RAY
2727 Pine Street, Unit 1, Boulder, Colorado 80302
Phone: 303-938-9070 ---- Fax: 303-938-9170

Neck/Back Pain Disability Questionnaire

Name (Please Print): Date:

Date of Birth: Occupation:

How long have you had pain? Year(s): Month(s): Week(s):

Is this your first episode of pain? Yes No

Use the letters below to indicate the type and location of your sensations right now
Key: A =Ache B — Burning N = Numbness

P = Pins S = Stabbing O = Other




KATZ CHIROPRACTIC AND REHABILITATION CLINIC

FRONT RANGE DIGITAL MOTION X-RAY
2727 Pine Street, Unit 1, Boulder, Colorado 80302
Office: (303) 938-9070 <+ Fax: (303) 938-9170

INFORMED CONSENT TO CHIROPRACTIC ADJUSTMENTS AND CARE

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures including examination tests, diagnostic x-rays, and physical therapy techniques on me (or on the
patient named below for whom I am legally responsible) by the doctor of chiropractic indicated below
and/or other licensed doctors of chiropractic who now or in the future render treatment to me while
employed by, working or associated with, or serving as a back-up doctor of chiropractic indicated below,
including those working at the clinic or office listed below or any other office or clinic.

Dr. Evan Katz Dr. Seana Katz

I understand that, as with any health care procedure, there are certain complications that may arise during a
chiropractic adjustment. Those complications include but are not limited to: fractures, disc injuries,
dislocations, and muscle sprains and strains. Some types of manipulation of the neck have been associated
with injuries to the arteries in the neck leading to or contributing to serious complications including stroke.
I do not expect the doctor to be able to anticipate and explain all risks and complications and I wish to rely
on the doctor to exercise judgment during the course of the procedure(s) which the doctor feels at the time,
based upon the facts then known, are in my best interests.

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office
or clinic personnel the nature, purpose and risks of chiropractic adjustments and other procedures and have
had my questions answered to my satisfaction. I understand that the results are not guaranteed.

I have read, or have had read to me, the above explanation of the chiropractic adjustment and related
treatment. By signing below, I state that I have weighed the risks involved in undergoing treatment and
have myself decided that it is in my best interest to undergo the chiropractic treatment recommended.
Having been informed of the risks, I hereby give my consent to that treatment. I intend this consent form to
cover the entire course of treatment for my present condition and for any future condition(s) for which I
seek treatment.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE

Print Patient’s name Print name of Patient’s Representative
Signature of Patient or Representative Relationship/authority of Patient Representative
Date

Rev. 5/14



KATZ CHIROPRACTIC AND REHABILITATION CLINIC
FRONT RANGE DIGITAL MOTION X-RAY

2727 Pine Street, Unit 1, Boulder, Colorado 80302
Phone: 303-938-9070 ~ Fax: 303-938-9170

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

DISCLOSURE OF INFORMATION

We may disclose information to other healthcare professionals and/or your insurance carrier for treatment, payment,
or healthcare operations. Additional disclosures may be necessary to comply with Workers’” Compensation and
Public Health Laws as well as judicial proceedings. We may contact a family member or other authorized person in
consent unless compelled to do so by legal authority. Further, you will be contacted by phone or mail in the event
that a request for information is made.

FACILITY SET UP

While our examination and treatment rooms are private, this office utilizes an open exercise/rehabilitation setting.
Staff and doctors will maintain policies to ensure privacy, but there may be some inadvertent disclosures to others in
the facility at the same time. If there is private information that you need to discuss, please request to do so in a
private room.

YOUR RIGHTS

You may send us a written request to see or procure a copy of the information that we have about you, or to amend
you personal information that you believe is incomplete or inaccurate. If the information was not originally from our
office, we will refer you to the source, such as other doctors or hospitals.

You may request additional restrictions on uses and disclosures of your health information. We are not required to
agree to these requests and in some instances, may be prohibited by law.

You may request that we communicate with you about medical matters using reasonable alternative means or at an
alternate address.

You may receive an accounting of our disclosures of your medical information, except when those disclosures are
made for treatment, payment or health care operations, or the law otherwise restricts the accounting.

You have the right to inspect and have a copy of your medical information. There is no cost for the first copy and
any copy thereafter will be $25.

You have the right to amend your information. Please note that we have the right to disagree with your amendments.
If there is a disagreement, you will be provided with information about your denial of your amendment and how you
may appeal the denial of amendment. You have a right to a copy of the notice upon request.

COMPLAINTS

Calling this office or directing a letter to the office manager can handle complaints about your privacy rights or how
your privacy is handled at this office. If you are not satisfied with how this office handles your complaint, you may
submit a formal complaint to: DHHS (Office of Civil Rights) 200 Independence Ave Room 509F HHH Building
Washington, D.C. 20201

I have read this privacy Notice and understand my rights contained in this notice. By signing this form I provide
authorization and consent to use and disclose my protected health information as noted above.

Patient’s Name (Print) Patient’s Signature Date

Rev. 9/13 File: Disclosure



KATZ CHIROPRACTIC AND REHABILITATION CLINIC
FRONT RANGE DIGITAL MOTION X-RAY
2727 Pine Street, Unit 1, Boulder, Colorado 80302
Office: (303) 938-9070 <+ Fax: (303) 938-9170

Assignment of Benefits

I hereby assign payment directly to Katz Chiropractic & Rehabilitation Clinic/ Front Range Digital Motion X-Ray,
who represents this clinic to Payer Groups for the basic benefits, as well as major medical benefits herein specified
and otherwise payable to me, but not to exceed the regular charges for this treatment period. I understand that if this
is a motor vehicle accident and the medical benefits are exhausted such that financial responsibility reverts to my
health insurance. I am financially responsible for any applicable deductibles, co-insurance or co-pays. I also
understand that [ am financially responsible for any charges not covered by this assignment. I understand I will be
held responsible for any costs incurred regarding collection of payment for services rendered. I will update billing
information in writing to Katz Chiropractic & Rehabilitation/ Front Range Digital Motion X-Ray as soon as any
changes occur in my insurance coverage or address.

Signature Date

Missed Appointments:

Unless cancelled at least 24 hours in advance, our policy is to charge $80.00 for missed appointments. Your
courtesy of a phone call will allow us to contact patients that are on our appointment waiting list. This charge is not
covered by or billed to your insurance. If due, please pay it at the front desk before your next appointment. Your
signature indicates that you understand our policy.

Signature Date

Release of Information

I do/do net (please circle one) authorize (physicians name) to release any of
my medical records, x-rays, or reports to Katz Chiropractic and Rehabilitation Clinic for the purpose of obtaining

medical information pertaining to my treatment.

Signature Date

Authorization to Discuss PHI

If you would like your Personal Health Information (PHI) to be discussed or given to another person, please give
the name of that person below and sign, giving us permission to discuss your PHI with them.

Name:

Patient Signature Date




Katz Chiropractic and Rehabilitation Clinic
Front Range Digital Motion X-Ray
2727 Pine Street, Unit 1, Boulder, Colorado 80302
Phone: 303-938-9070 ~ Fax: 938-9170

Thank you for selecting us.

To help us meet all you healthcare needs, please read this form completely. If you have any questions or need assistance, please ask us
and we will be happy to help.

WELCOME

To reduce confusion and misunderstanding between our patients and practice, we have adopted the following financial
policies. If you have any questions regarding these policies, please discuss them with our office manager. We are
dedicated to providing the best possible care and service to you, and regard your complete understanding of your financial
responsibilities as an essential element of your care and treatment.

Unless either you or your health insurance carrier have made other arrangements in advance, full payment is due at the
time of service. For your convenience we accept VISA, MasterCard and Discover.

e  Qur office bills auto insurance companies (medical payment on your auto policy) usual, reasonable, customary
and necessary fees.

e Our office posts usual, reasonable, customary and necessary fees to Healthcare Provider Liens; as well as finance
charges stated in lien.

e Time-of-service fee is a discounted flat rate which is not billable by our office to healthcare insurance companies.
Fee is due on date of appointment; prepaid packages are available. Please see Office Coordinator for current
package details.

e The patient further understands and agrees that if the balance due is not paid in full within 60 days from the date
of service, there will be a billing charge of 1-1/2% per month or 18% per annum until the outstanding balance is

paid in full.

e If the account is assigned to collections, the patient will be responsible for the entire account balance owed plus
any collection and reasonable attorney fees.

Please confirm you have read and understand the service fees stated above and indicate your preferred method of
billing/payment.
I authorize Katz Chiropractic & Rehabilitation Clinic/Front Range Digital Motion X-Ray, to charge my appointments to:

Time-of-Service Auto Med Pay Lien

Date:

Patient’s Signature

Welcome Rev 9/16





